Parasitic worms in eye is something which is not very uncommon these days. People who eat undercooked food and have pets at home are at more risk to have parasitic infections. Chemoparalysis has been reported in literature using either viscoelastics or preservative free lidocaine (intracamerally) to paralyze the worms that help in retrieval, but still one can face tricky situations while managing such conditions. Importance lies in the management of such cases as it can be really challenging at times and no report exists in the literature which mentions the importance of topical lidocaine along with viscoelastics or preservative free lidocaine for retrieval of the worm.
INTRODUCTION
Parasitic worms are responsible for some of the most debilitating and chronic infectious diseases of the human and animal population. [1] A study done in southwestern Nigeria on the environmental risk factors at open vegetable markets revealed 68.3% of the vegetables to be positive for intestinal parasites eggs, of which water leaf recorded the highest (100%) contamination. [2] Parasites were found to be highly prevalent in pet animals, but the pet owners were not aware of the risk involved. [3, 4] Despite, it is difficult to ascertain the source of infection.
Herein, we present a series of four cases of intra-ocular parasites. In all our cases, vision was recorded at presentation and at each follow-up. The B scan and ultrasound biomicroscopy (UBM) were routinely done to rule multiple worms, including the angle of eye.
Deworming therapy included antifilarial regimen (since this area is endemic for filariasis) along with albendazole was given by the treating physician for appropriate duration.
CASE REPORT

Case 1
A 19-year-old female presented to our out-patient department with complaint of mild irritation in the right eye (RE) since 1 month. She was diagnosed as having worm by a local Ophthalmologist [ Figure 1a ]. She had taken deworming therapy and was on oral wysolone and topical prednisone drops. Examination revealed motile worms in RE with + 1 cells in anterior chamber and visual acuity of 6/6. Fundus of the RE showed subretinal tracts depicting the movement of worm in retina [ Figure 1d ]. Fundus of the left eye (LE) was normal.
On dilated fundus evaluation to look for any other worms, resulted in the disappearance of worm, posteriorly, and was not located even on detailed fundus examination by Indirect Ophthalmoscopy and UBM. Although, in literature it is mentioned that giving prone position to the patient may facilitate migration of worm back into the anterior chamber. [5] In our patient advising prone position was not helpful. Since the patient was on oral steroids and topical steroids, she was symptomatically better so as both the forms of therapy were tapered and she was advised to be on regular follow-up. At 2 and 4 months of follow-up visual acuity were 6/6 with no reaction in anterior chamber and no presence of worms located on detailed fundus examination. In the natural course, the worms will die off after sometime and may cause inflammation in the eye requiring steroid therapy.
All her systemic examination, complete blood picture (CBC), stool and urine examination all were within normal limits.
Case 2
A 25-year-old male presented to our OPD with complaints of blurring and irritation in RE and visual acuity was 6/36 at presentation. On ocular examination, he had motile worm in his RE with corneal edema and 1+ cells [ Figure 1b ]. Fundus of the same eye showed subretinal tracts depicting the movement of worms in the retina. Rest ocular examination was within normal limits in both eye.
On removal by performing paracentesis in an undilated pupil, side port was made to use intracameral viscoelastics to paralyze the worm without using topical licopcaine, the worm being so small and highly motile was removed but lost in the irrigating fluid. Patient was started on topical gatifloxacin and prednisolone drop for 4 weeks in tapering doses. At 1, 3 and 6 months follow-up there was no recurrences. However, his visual acuity was 6/36 due to scarring corresponding to subretinal tracts (depicting worm migration).
Case 3
A 28-year-old male presented to our OPD with complains of blurring of vision, irritation in LE since 2 months. He had no complaints in RE.
Visual acuity in RE was 6/6 and anterior and posterior segments were within normal limits.
Best corrected visual acuity (BCVA) of his LE was 6/36. Circumciliary congestion along with corneal edema and cells 2+ were present in anterior chamber along with a highly motile worm [ Figure 1c ]. Fundus dilatation was done using topical lidociane to make the worm slightly sluggish to prevent migration of worm posteriorly and rule out any other worms involving posterior segment. Rest ocular examination was within normal limits.
The worm was removed using topical lidocaine and and then intracamerally (to paralyze the worm) along with topical pilocarpine (to constrict the pupil and prevent posterior migration) [ Figure 2 ].
Patient was started on topical therapy (antibiotic steroid combination -Topical flouroquinolone plus prednisone drops were prescribed along with cycloplegic drops) and his BCVA improved to 6/6 in 3 weeks time and there was no recurrences till 6 months follow-up.
Case 4
A 32-year-old male presented to our OPD with diminution of vision in RE since 2 months. On examination, his anterior segment was within normal limits in both eyes. Visual acuity in RE was 6/24 and LE was 6/6. Fundus examination revealed sub retinal cyst with localized retinal detachment involving superior arcade and ocular cysticercosis [ Figure 1e ].
Patient underwent 20G pars plana vitrectomy with removal of cyst by enlarging vitrectomy cutter port, endolaser and silicon oil insertion was done. Silicon oil was removed three months after surgery and patient attained BCVA of 6/18 [ Figure 1f ]. In Cases B, C and D -systemic examination, complete blood picture, stool and urine examination all were within normal limits except for eosinophilia and all the patients were advised deworming therapy.
DISCUSSION
Worms in anterior and posterior chamber have been reported but importance lies in management of such cases. [5] [6] [7] [8] [9] [10] All our patients were non-vegetarian and had pets at home.
In Case A, the worm being small, we did not realize that dilatation could cause the worm to move posteriorly and so making it unretrievable. In Case B, viscoelastics was used to paralyze the worm but the worm being highly motile was lost with the irrigating fluid as topical lidocaine was not used to make it sluggish and so it was removed but could not be retrieved. In Case C, the worm was live large and highly motile, we used topical lidocaine before dilatation to make the worm sluggish (to prevent posterior migration) and we had a detailed fundus examination. Pilocarpine (to constrict the pupil) and topical lidocaine along with chemoparalysis was used before surgical removal. Fourth case was managed surgically and attained good visual acuity.
Few things to remember • All worms should be removed as they may cause uveitis with endothelial damage (eg. Live motile worm in anterior chamber) and some worms (eg. helminths) may cause Diffuse Unilateral Subacute Neuroretinitis (DUSN) [10] • Dilated fundus examination under topical anesthesia to make the worm sluggish, especially if the worm is small as there is a chance that the worm might go posteriorly; hence, dilated fundus examination is necessary to rule out multiple worms involving posterior segment as in case of posterior segment worm along with anterior chamber worm will require a different approach • Removal of worm from anterior chamber of the eye by paracentesis using lidocaine topically initially for four to six times to make the worm sluggish and then use it intra-camerally (preservative free lidocaine)/viscoelastics to paralyze it so as to help retrieval of live worm [8, 9] • Pre-operative use of pilocarpine for removing worm from anterior chamber along with lidocaine can also be used to prevent the migration of worm posteriorly • In case of posterior migration of the worm, prone positioning coupled with dilatation of pupil can be tried as that may induce migration into the anterior chamber from the vitreous [5] • Posterior segment worms/cyst (dormant form) will require Pars plana vitrectomy [10] • Pars plana vitrectomy is done for endophthalmitis, vitreo-retinal tractions, and retinal detachments. [10] • Dead parasite causing acute uveitis (ruptured cysticercosis) -steroids [10] • Dead parasite chronic granuloma -corticosteroids along with surgical removal [10] With these things in mind one can achieve a better outcome in our patients with such manifestations.
